involve all areas of a child's psychosocial world, school performance, behaviour, and peer and family relationships. 2 These functional signs could be thought of as red lights that should alert parents and teachers to refer the child for mental health assessment.
The clinical picture of depressive disorders in children largely depends on this functional impairment, which manifests as various behavioural changes according to age and developmental level. For example, on an interpersonal level primary school children may have no friends or fight with peers, be disobedient, or 'backchat' teachers. On an academic level, the child's school marks may drop, his or her concentration may deteriorate, homework might not be done, and the child might increasingly be absent from school. Furthermore, the child may lose interest in hobbies or sports, and may also be poorly groomed.
The aim of this study was to explore how children's functional impairment can be identified taking into account the shortage of child mental health resources in South Africa.
Researchers are in favour of using multiple informants when assessing children for possible depressive disorders. 6 It has become apparent that once children enter school, teachers are important informants on their functioning and behaviour outside the parental home. 7, 8 Teachers were also found to be more sensitive than parents to internalising (anxiety and depressive) symptoms in children, 6 and were a valuable source of information on changes in school performance. 
Methods and results
In this study, teachers at two primary schools in Pretoria, Since self-report measures are commonly used to screen for depression, 9 a research assistant, blinded to the parallel completion of the general school functioning questionnaire and the child's history, administered the Depression Self-Rating Scale (DSRS), 5 which has been validated for South African children. 10 The DSRS, an 18-item scale that measures the degree of depression in children aged between 7 and 13 years, was used to categorise possible depressive disorders from mild to severe and also to identify sub-clinical depression. Children with DSRS scores of 9 or less were categorised as not being depressed, those with scores ranging between 10 and 12 as having a mild depressive disorder, and those with scores of 13 or higher as having a moderate, i.e. clinically significant, depressive disorder.
Kruskal-Wallis one-way analyses of variance were done to obtain a preliminary impression of how the decline in general school functioning as observed by the teachers compared with the defined depressive disorder categories on the self-report scale ('screen positives' and 'screen negatives'). The results are summarised in Table I . These findings suggested that the primary school teachers were able to recognise changes in the behaviour and school functioning of children that were associated with possible depressive disorders ('screen positives') as identified by the DSRS. The yield of 54% of the children as potentially depressed (unrealistically high) should be seen against the background that the DSRS is merely a screening tool that alerts the system to the fact that further psychiatric assessment is necessary.
Future directions: multidisciplinary network
Since this was only a pilot study, further studies are needed. It is a limitation that the general school functioning questionnaire was not compared with another method of evaluating functional impairment. In future studies, this questionnaire on general school functioning needs to undergo reliability and validity a and b indicate that the primary school teachers' assessment of general school functioning differed significantly between the 'depressed' ('screen positives') and 'non-depressed' ('screen negatives') groups, suggesting that the teachers were able to recognise the changes in the behaviour and school functioning of children that were associated with possible depressive disorders as identified by the DSRS.
